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EXECUTIVE SUMMARY 


The World Health Organisation defines health as "a state of 
complete physical, mental and social well being and not merely the 
absence of diseases of infirmity.” According to this definition, do 
Indian women en,oy good health? Do they have control over their 
mental and social well being? Does society recognise women’s 
contribution in an equitable and non-discriminatory manner? Can a 
female child expect the same from life as a male child? 


A close look at the state of women’s health and health-care in 
India reveals that women lack adequate health sceivices, that they 
suffer from discrimination throughout their lives and, as a result, 
women have little sense of their own self worth. 


Not surprisingly the existing health-care programmes reinforce this 
Grim situation: women receive health-care solely because of their 
child-bearing role. Women as non-child-bearing individuals -- 
infants, children, adolescents, single and post-menopausal women -- 
are largely neglected. 


Increasingly. women’s groups are recognising that a woman’s health 
cannot be se,arated from the society in which she lives. With this 
conviction, CHETNA has developed a women’s health and development 
programme that integrates the physical, mental, social and 
emotional concerns of a woman in all stages of her life. 


With the initiation of the Women’s Health and Development Resource 
Centre (WHDRC), CHETNA will address the health and related 
development concerns of disadvantaged women in the states of 


Rajastha:. and Gujarat in India, 
eo) ae 
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INTRODUCTION 


‘ur ; e been efforts to reduce 
last half century there have : 
ieeene eee enild mortality and Morbidity rates a 
1 health programmes. 1 
implementation of nationa ; rere! ea thcaae 
fits reach the community through 1 p 

eecgrenete and the Integrated Child Development Services at roe 
fatiouad level. In all such efforts, women have received healt 


shild- te@.and in. the 
benefits only because of their child bearing role 
context of improving the health of the child. This Situation 
centinuss teday, There are few health aerufcea that addenan 


MCELRS O41 Che non-child-pearing women. 
When Féviewing the state. of women’s health me India, Lt is 
impossible to separate a woman’s physical and mental health from 
her role in society. In India’s patriarchal society, women hold a 
secondary status -o men. Women are undervalued throughout their 
lifetime and discrimination can start even at the moment of 


conception. 


» 


The prevailing sex ratio and the growing use of amniocentesis for 
sex-determination are important indicators of women’s low value in 
Indian society. From 1901 to 1991, there has been a gradual decline 
in the sex rectio, from. 97229e. 320 females per 1,000 males. 
Discrimination continues through a female’s childhood -- boys are 
more likely than girls to be taken to the hospital when they are 
ill. From cradle to grave, women are constantly reminded of their 
low status in Society. The constant assault of these negative 
messeqes effectively erodes a woman's self-confidence and self- 
esteem. 


Women’s poor status in society is reinforced by gender differences. 
The division of labour in our society is based on ideas of women's 
work and men‘s work. Women have to take on the multiple burdens of 
Child care, housework, social comuitments, agricultural labour and 
wage employment. Her contribution in each of these areas is not 
adequately recognised in the form of nutrition, monetary payment or 
health-care. At the Same time, Tidian women are glorified for their 


roles as child--bearer, mother aneomurturer. She js encouraged to be 
a model of tolerance and self-sacrifice. 


CHETNA believes an effective women’s health programme must 
encompass’ the following areas: adolescent health nutrition 
maternal and child health, reproductive health, infectious 
diseases, Cecupational health and PSychologica] health, and the 
Promotion of traditional health practices which e 
empowers rural women. : ees. 


HEALTH CONCERNS c ce 


THROUGHOUT THE LIFE CYLCE 


: INFANT 


| AMINIOCENTESIS TEST 

| FOR SEX DETERMINATION, 
| FEMALE INFANTICIDE, 

| UNDERNUTRITION, 
NEGLECT AND DISCRIMI- 

| NATION, TABOOS AND 

| INFECTIOUS AND 
PREVENTIVE DISEASES. 

| 

| 


Leia 


| ADOLESCENT 


NO SEX EDUCATION, 
MENSTRUAL AND OTHER 


GYNAECOLOGICAL 


PROBLEMS, SEXUAL ABUSE, 


{ 

| PREGNANCY, ABORTION, 

| CHILD MARRIAGE, UNDER- 

| NUTRITION, DISEASES, 
NEGLECT, DISCRIMINATION, 
LOW SELF-ESTEEM, WORK 
BURDEN AND HAZZARDS. 


CriLD 


UNDERNUTRITION, 
INFECTIOUS AND 
PREVENTIVE DISEASES, 
NEGLECT, DISCRIMINATION, 
LOW SELF-ESTEEM, 

WORK BURDEN AND 
OCCUPATIONAL HAZZARDS. 


PREGNANCY: TOO MANY, 
TOO CLOSE AND TOO 
EARLY, MULTIPLE WORK 


BURDEN, OCC. HAZZARD, 
UNDERNUTRITION, ANAEMIA, 
GYNAECOLOGICAL AND 
INFECTIOUS DISEASES, 
SEXUAL ABUSE, VIOLENCE, 
NEGLECT, DISCRIMINATION, 
AND LOW SELF-ESTEEM. 


| OLDER WOMAN | 


MENOPAUSE, MENTAL | 
| 
| 
| 


DEPRESSION, ANAEMIA, 
UNDERNUTRITION, 


INFECTIOUS DISEASES, 
WORK BURDEN AND OCC. 


ee 


HAZZARDS, NEGLECT, 
DISCRIMINATION AND 
LOW SELF-ESTEEM. 


GYNAECOLOGICAL AND | 
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ADOLESCENT HEALTH 


Most international health agencies define adolescence as the al 
between 10 and 19 years of age. During~ this time, ners : 
experience a variety of physical and emotional changes, The 
bodies go through a second major growth spurt. Socially, eo ea 
be prepared to take on the tasks and responsibilities of adulthood. 
Psychological changes also take place, which if not addressed, can 


cause problems later in life. 


In the health sphere, adolescent females must be made aware of 
their c¢productive roles in order to avoid being burdened by fears, 
taboos and superstitions. Adolescent females start their menstrual 
cycle during this time with little knowledge about the changes 
taking place in their bodies. At the same time, a young woman’s 
ignorance of sex can be easily exploited, resulting in unplanned 
pregnancies. Both adolescent girls and boys must be educated to 
assume responsibility for their reproductive health 

~~ knowledge of effective birth control 1s the concern of both men 


and women, 


During adolescence, young women are made aware of their secondary 
role in Indian society. They are encouraged to prepare for their 
role as a dutiful wife and daughter-in-law. These conditions can 
easily demolish a women’s self-esteem and feeling of self-worth. 
Early marriage further Prevents women from establishing their own 
identity and from making important life choices, 


For most women, marriage means meekly submitting to the needs of 
the husband a: . hig family. Pressures of dowry are added to the 
Stress of leaving the Childhood home, Young women with little Sex 
education Can find tl... beginning of sexual relations frightening. 

Early marrlage and the subsequent birth of a child exposes women to 
reproductive and gynecological diseases and infections early in 
life. Often, teenage mothers are not fully mature physically 

leading to additio: al birth-related complications. 


ox 
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MATERNAL HEALTH 


Despite the traditional focus on maternal health programnes, 
national statistics indicate that India has one of the highest 


* rates of maternal mortality in the world. 


| The maternal mortality rate in India is as high as 400 to 500 pss 


100,000 live births. The numbers continue to reveal the grim state 
of women’s maternal health in India: 


* Statistics indicate there are more maternal deaths in India in 
one week than there are in all of Europe in one year; 


* In one day in India the total number of casualties due to 


, pregnancy and childbirth-related complications is more than that 
, recorded during one month in the entire developed world; 


* In India, a woman’s chance of dying during pregnancy is one in 
18. 


There are many reasons for this shocking situation. Post~partum 
hemorrhage, often caused by anemia, and sepsis are the most 
frequent causes of material death. Women lack adequate prenatal, 
delivery and postnatal care. They hold several misconceptions about 
a proper diet during pregnancy. These problems, coupled with 
frequent pregnancies, contribute to high maternal mortality rates. 
With each pregnancy, women increase the chance of being exposed to 
infections and birth-related complications. Despite the gravity of 
the situation, there is a lack of trained health-care workers at 


the field level. 


For women who decide to hive an abortion, the risks are great. 
According to one study, abortions account for 10.7 per cent of 
pregnancy-related deaths,’ Despite the legality of abortion, 
millions of women risk their lives in the hands of local 
abortionists. 


A majority of these problems are rooted in the existing social and 
economic situation:* inadequate health services; lack of control 
over fertility; overwork; Lnadequate nutrition; poverty; a lack of 
education, clean water and housing; and discriminatory attitudes, 
beliefs, taboos and practices in the family and society. 


* 1 All statistics from State of India’s Health, 1992, p. 273. 
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NUTRITION AWARENESS 


Undernutrition plagues women and children 1n India. i oma 
cause of death among children. For female children ‘ 9) paeer vb 
the situation is especially severe. Due to the low va brs sah 
female infants, they receive less food and less nutritio A . 
than their infant brothers. Poor nutrition weakens the body 
disease-fighting system and as a result, undernourished girls oe 
more prone to illness. This discriminatory situation continues in 
adulthood, where women do more work and expend more energy than 
men, but continue to consume considerably fewer calories. 


Undernutrition among women is exacerbated by frequent pregnancies 
and lactation. Indian women, on average, become pregnant eight 
times and give birth to six to seven children of which only four to 


six survive. 


A direct result of undernutrition is anemia, a condition that 
plagues over half of India’s women (WHO). The lack of iron in 
women’s diet (anemia) leads to a lower resistance to infection, 
weakness, low energy, dizziness and a loss of appetite. Anemia also 
contributes to high maternal mortality and morbidity; up to 20 per 

cent of maternal deaths are directly due to anemia. 


National programmes have not been effective in eradicating the 
problem of anemia Or Mapa reasons. Generally, women are not 
aware of the National/Ty Prophylaxis Programme. Those who do 
benefit from the programme, usually pregnant and lactating women, 
are not educated about the need for an iron and protein-rich diet. 
Usually women suffer from anemia since childhood, therefore the 
national programme is often a matter of too little, too late. 
Short-term iron supplement programmes do little to compensate for 
years of anemia. 


The high incidence of undernutrition and anemia among Indian women 
cannot be enti.vly blamed on poverty. There are real social and 
educational barriers preventing women from receiving adequate 
nutrition. 


Existing nutrition programmes do not address a woman's nutritional 
needs throughout th: life cycle, from infancy to old age. Even 
programmes that teach, women how to prepare balanced and nutritious 
meals do not recognise that women suffer from undernourishment due 


to their status within the family <@ thay eat la 
: st 
leftovers. y and they eat the 


REPRODUCTIVE HEALTH 


The reproductive health of the -con-pregnant woman is often 
neglected by primary health care programmes. Education on family 
planning, contrace;tion, infertility, menstruation, menopause, 
reproductive tract infections (RTI), sexually transmitted diseases 
(STD), and AibS are essential elements in any comprehensive women’s 
health care programme. 


Due to socio-cultural factors which prevent the dissemination of 
information on and discussion of women’s reproductive health, there: 
is an epidemic of reproductive tract infections in our country. 
Every year thousands of women die needlessly from cervical cancer, 
ectopic pregnancy, and infections in the uterus and fallopian 
tubes. Often, by the time a woman seeks medical attention, it is 
too late. 


Women are reluctant to discuss their reproductive health. Many 
Women are burdened with taboos and blind beliefs regarding their 
reproductive health. When women try to discuss RTIs with a health 
car. worker they rarely receive proper treatment. This is a 
generalised impression for which women are blamed for the high 
incidence of gynocological problems. 


CHETNA has learned that grassroot-level health workers and even 
para-medical staff are not trained in reproductive health and 
therefore cannot give appropriate advice or deliver the necessary 


heaith care. CHETNA and er women’s groups, however, have found 
tha women will discuss ©.eir reproductive health problems in a 
sup) <tive and understanding environment. 


Until 1986, there was no data collected on the impact of RTIs on 
Indian women. The first study was carried out in 1986 by Dr. Rani 
Bang in two villajes of the Chandrapur District of Maharastra 
State. Of 650 women studied, 92 per cent were found to have one or 
more gynecological infections. 


Another study was carried out at Alipur rural block by the 
Institute of Cytology and Preventive Oncology, near Delhi. About 
1,700 women were examined. The data indicates that 77 per cent of 
the women reported gynecological complaints. Clearly there are vast 
numbers of women suffering silently from treatable reproductive 
health problems. 


OCCUPATIONAL HEALTH 


For many Indian women, housework and ae he i a iat bs 
their full-time jobs. On top Oo e 

responsibilities, many women must do daily wage work to keep pie 
family alive. The informal and formal sectors of the economy employ 
millions of Indian women. In fact, 94 per cent of all employed 


. : 3 
women in India work in the informal sector. 


For many of these workers, low wages, long” hours, sexual 
harassment, unsafe working conditions and little job security are 
daily work hazards. Many women are employed in household industries 
or family businesses where they have little control over their 
income, Despite the existence of labour legislation, women are 
continually exploited and denied equal job opportunities and wages 
for one reason: their sex. : 


After long days of wage-earning activities, women must return 6 
the home to more work -- collecting fuel wood, Carrying water and 


eventually take their toll on a woman’s health, not only her 
physical health but also her mental health. a large number of 
illnesses and injuries result from the largely unregulated work 
conditions in the construction, agriculture and industrial labour 
fields (as well as other employment areas such as paper picking and 
selling vegetables). At the Same time, working women find that 


the family or the economy. A woman must struggle. constantly to 
retain a sense of self-worth in a society and economy that 
undervalues her contribution, 


PSYCHOLOGICAL HEALTH 


Indian women suffer from blatant and overt discrimination every day 
-~- at work, in the home, in the endless tasks they must perform. 
Domestic and occupational responsibilities leave little time for 
self-awareness. Women are not educated to question their role in 
society and the inequities they face every day. They lack a 
supportive atmosphere where they can discuss their problems. Such 
a repressive situation can soon manifest itself in mental illness, 


Even adult women find they have little control over their lives. 
Single women are harassed by curious neighbours and pressured by 
parents and community to conform. When married, a woman must leave 
her family’s home and assume the role of a dutiful wife and 
daughter-in-law, and submit to the control of her husband and his 
family. Violence, sexual assault and excessive dowry demands are 
Sanctioned within the privacy of the family home. Woman are 
expected to suffer in silence. The strain and isolation of such an 
difficult environment can result in mental breakdown. 


Psychological health has been completely ignored by existing 
government health programmes. Many women's’ groups believe the 
anguish women suffer must be seen as a product of a discriminatory 
society. Attitudes, expectations and values must be changed: "Until 
the girl is taught to value her self and her contribution to 
society and unless society acknowledges that contribution, the 
cycle of neglect, indifference and conscious discrimination will 
continue unabated with all its adverse consequences." (State of 
Pndia‘'s Her thy. 1992). 


»yomotion of beneficial 


I 
Empowering women through ractices 


traditional heaith p 


; domain 
unity health care was the sole 

onal Heat ee methods was passed from 
o were especially skilled or 


For centuries, family and comm 
of women. Knowledge of traditi 


j h 
eneration to the next and women Ww ; ; Lec 
A cdcgcable held a valuable position within their communities 


Due to their experience and observation of traditional seh a 
women were alle to exert some control over their own hea Cc ; 
needs and those of their families. Nevertheless, pre ae 
modern medicine often condemn traditional health practices, whic 
led to lowered credibility of traditional healers. 


‘For Indian women who live in isolated areas and villages, a visit 
‘at the regional health care centre means losing a day gs wages. 
Arrangements must be made for child care, and savings must be 
sacrificed for transportation to and from the health centre. 
Transport facilities are generally poor and do not run frequently. 
Upon arriving at a health facility, many women can be intimidated 
by the staff as there are few female doctors available to treat 
her. Illness and its treatment are a mystery poor and disadvantaged 
women, usually because doctors find little time to explain ailments 
and medication plus possible side effects. Most of the time 
prescribed medicines are not available in primary health centres 
free of charge. When medicine is available, it is often too 
expensive for most women. 


By studying local health traditions -- those which are easily 
available, accessible and affordable -- and sensitising local 
health care workers to traditional healing practices, women can 
regain some of the empowering aspects of traditional health. 
Traditional birth attendants can upgrade their age-old skills to 
include proper hygiene and sterilisation techniques. Some medical 
knowledge and treatments can be given back to women in the 
community through hea!th education and training. 


At the same time, traditional health care and treatments must be 
assessed to determine their efficacy. Many treatments, passed on 
from generation to generation, may be effective treatments that 
could preclude the use of drugs and tablets. Some herbal treatments 
are locally available and affordable as well as being simple to 
prepare. Their use could enable women to exercise some control over 
their health care needs. Clearly, a women’s health programme must 
recognise the empowering effect of a woman’s control over her own 
health, her family’s health and the community’s health. Traditional 
health provides a model to be studied, and in some cases, adopted. 
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APPENDIX 


WOMEN’S HEALTH ISSUES: A LIFE CYCLE APPROACK 


Infancy: (Ages 0 to 2 years) 


. Survival (problems of female infanticide, sex selective abortion, + 
neglect) 

- Poor nutrition and discriminatory treatment 

- Lack of nurturing 


Childhood: (Ages 2 to ll years) 


. Anemia 

. Lack of education (formal and informal) 

. Poor nutrition (girls receive less food than boys) 

. Lack of self-esteem and self-confidence 

. Neglect 

. Lack of exploratory childhood experiences as household tasks 
increase 


Adolescence: (Ages 12 to 19 years) 


Lack of knowledge about menstruation and personal hygiene 
Fear of physical and psychological changes 

Absence of sex education or knowledge of human sexuality 
Sexual exploitation, sexual harassment 

Poor nutrition (prevention or treatment of anemia) 
Termination of any formal education 

Early marriage and childbirth 

. Increased risk of childbirth-related infections due to early 
pregnancy 

. Ignorance of Sexually Transmitted Diseases (STDs), AIDS 
prevention, gynocologicai health 

Lack of self-esteem and self-confidence 


° 


eck of life choices 
Blind beliefs/taboos during menstruation (food, bathing) 
Lack of education (both formai and informal) 


Adulthood: (Ages 20 to 45 years) 


Anemia 


Poor nutrition 
Lack of knowledge about a woman’s reproductive health 


Frequent and Bhane y Spaces preg aueny” 
e- and post-nata ! ; 
Beck 3 note es on breast feeding, weaning and infant care 
Lack of sex education 
Burden of family planning and contraception 
Lack of effective and safe contraception — : 
Ignorance of Sexually Transmitted Diseases (STDs), AIDS 
prevention, gynocologial health 
— anfertility 
- Abortion 
» Prolapsed uterus 
- Menstrual disorders 
Lack of counselling for psychological and emotional problems 
. Leucorrhea : 
- Family violence | 
Discrimination against single women 
Problems related to the onset of menopause 


Occupational health: 


- Work-related illness and injury 
Tuberculosis 

- Domestic hazards and accidents 

- Exposure to chemicals 

- Lack of knowledge of legal rights 

- Sexual harassment 

- Exploitation 

- Psychological and emotional stress due to multiple pressures 

related to household tasks and income-earning work 

- Inequitable pay for work of equal value 

- Lack of basic facilities of toilets/bathrooms 


Menopausal and post-menopausal women: (Ages 45 plus) 


- Menopause (physical and emotional ertects )} 
- Backache 

- Depression 

- Prolapsed uterus 

- Sex education 

- Nutrition 

- Osteoporosis 

- Ear/eye problems 

- Senility 
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TOWARDS A WOMEN’S HEALTH PROGRAMME: 


Health care, gender and patriarchy in India 


Although India has the optimum doctor/population ratio (as 
recommended by the World Health Organisation), the health system 
does not reach the rural areas and isolates itself from the socio- 
cultural environment in which many Indians live. 


The health care system in India is generally male dominated and 
even female doctors conform to the male-oriented: system. The 
majority of India’s population is concentrated in the rural areas. 
Nevertheless, the health system in India is highly urbanised 


For many doctors, practising medicine is a lucrative profe: ion 

Most doctors are found in urban areas where they can be guar. tee. 
patients who can pay for medical care. There are few incenti: s t 

practising in rural and tribal areas where there are few ameni' ies. 
At the same time, the Government gives low priority to the healt: 
budget. Even within the health budget, allocations are more towsrcs 
curative aspects while health education is given least pric:ity. 
Over the-past three 5-year. plans, a major portion of the health 
budget has been allocated to family planning programme: In 
addition, the government sees women’s role only as that of ac .ld- 


bearer. 


As it exists now, the health care system limits itself t the 
treatment. of illness. Diseases are diagnosed and drug are 


prescribed without a thorough examination of the patie or 
consideration of the possible side-effects of the prescribed gs. 
From. a» disease curing system, the health system has bec se a 


disease creating one. Doctors do not take the time to liste’ toa 
patient’s symptoms, nor to explain the illness to the patient ‘ter 
diagnosis. As a result, patients have little control over e1r 
health. What the current health care system f-ils to recogn ¢ 1s 
that most illness can be avoided through an effective prev tive 


health care programme. 


THE EVOLUTION OF HEALTH CARE 


Before the industrial revolution and the consequent emerge =: of 
the market economy, the family and community produced 0d, 
clothing and tools. Under the same roof, babies were born, C! iren 
were raised, sexual relations took place and people fells ee 


grew old and died. Biological and productive lives were c 1 
within the same household. While there were marketplaces here 
surplus produce was bar! ered, there was no formal market ecc  iny. 


Authority over the family was vested in the elder males 


S _d was reflected in the 
atriarchal rule of the house ia Weg 
act of viliaced religious institutions and the nat 


: its 

One significant feature in this old | oe i lal gig pyar 
4 Lc’ nature. The woman’s ; . 

ote, eeécess within the household. Het a oe 

oenaaebrlity of the woman; her knowledge oy an meee: 

ailments of the family gave her map “oan commas 

i tructure. If she was exceptionally ’ y 
wonaeee ce her for care as a herbal healer or midwife (dai). It 


was not a trade but a humanitarian act. 


total social 
With the emergence of the market economy there was a 

Crenetees tion. In the old order, production had been governed by 
natural factors -- the human need for food and shelter, and the 


limits of labour and resources. 


th century, with the development of industrialisation, 
nreduoeion of pore ee goods shifted from the household to the 
factory. The household became the place where only personal 
biological activities took place: eating, sleeping, _ sexual 
relations, child-bearing and rearing, and care of the infirm and 
aged. There was a clear split between the public sphere, which was 
governed by the market, and the private sphere, where the household 
became a place of comfort and care. 


At the same time, yet another change was taking place. Even in the 
beginning of the 17th century, Galileo questioned man’s place at 
the centre of the universe. For the first time, religious doctrine 


and traditional authority were being challenged. Scientific 


foundered against scientific research and theory. All over the 


Rapid industrialisation resulted in large numbers of women working 
outside the home. For some time women managed to retain their 
traditional knowledge of healing. Gradually, however, science took 
over the entire field of medicine. Although laboratory science had 
not yet developed, the sclentists pushed out the women healers who 
had learnt from observation and long experience how to deal with 
basic health problems. Modern science became the ultimate authority 
in the conflict that arose between the traditional wisdom of women 


lea 


Despite women’s. loss of status, scientific research did lead to 
Pasteur's discovery of the virus or microbe, a unicellular 
organism, aS the caise of diseases, dispelling the belief that 
illness was a punishuent for one’s sins. Thus the scientific 
theories were liberal, in the sense that they removed people from 
the clutches of religion. But the negative aspect of this progress 
was that while wonen lay-healers operated within a network of 
information sharing and mutual support, the male medical profession 
hoarded its knowledge and sold it on the market as a commodity. 
Monopolisation of health care knowledge by an elite group of men 
took place and this involved the destruction of women’s networks of 
mutual help. Many women were left isolated and dependent. 


Regardless of their class, women were entrusted with one 
responsibility: reproduction. Health care, however, was not 
available to all. Wealthy women could afford expensive and 
prolonged medical treatment (in the interest of the medical 
practitioners) while working class women were unable to pay for 
professional medical help. 


Medical experts began to develop an evolutionary theory of women. 
Out of their ignorance and prejudice, the theorists regarded women 
as reproductive units. Some of these theories described the uterus 
as a controlling organ of a woman’s body. In fact, it was believed 
that God, in creating women, had taken a uterus and built a women 
around it. Women were viewed as a less-evolved creature than men, 
and from this came the theory of contemporary human. sexua’ 
differences. Men were nade to fill a variety of functions in th 

social division of labour while women were designed to reproducs« 


Today the field of medicine is still male dominated and thou 
there are a large number of female doctors, the profession 
attitudes they adopt are essentially male attitudes. Women are se 
as a problem in that they are reluctant to articulate their heal 
complaints. For example, many women would like to know more abc 
birth control methods and which is suitable for their life sty 
Instead, birth control information, as a means to helping a wo: 
lead a sexually satisfying life without the fear of »bregnancy, 

rarely distributed. Birth control is merely part of a fan 

planning programme used by the state as a means of popula 


control. 
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PATRIARCHY AND GENDER 


e iJ P e 
Patriarchy denotes a structured vee eee predicnbe: Proce 
are not merely differences etwee 
contradictions and structures of exploitation and oppression. 


iene the father’. It is 
literal iweaning of patriarchy is ‘rule of 
ae used to igen a male-dominated family and the power of the 


father and husband over his family and its assets and resources. 


Patriarchy exerts its power over biological reproduction ho 
sexuality; men try to gain control over women because of their 
reproductive capacities and sexuality. The marriage contract 
enables men to control women’s sexuality and fertility in return 
for women’s economic survival. Patriarchy can be described as a set 
of social relations among men which have a material base and which 
establish or create interests to dominate women. The material base 
upon which patriarchy rests lies most fundamentally’ in men’s 


control over women’s labour power. 


Women are identified with the reproduction of life, of subsistence, 
whereas men are identitied with other forms of production. In these 
hierarchical relations of modes of production, women can be found 
at the bottom and men at the top. This basic form of women’s labour 
and its exploitation is the base for all the varying forms of their 
Oppression, whether sexual, political, ideological or religious, 
and this oppression can be linked to women’s poor health, 


The term ‘gender’ is being used to indicate a social construct as 
a distinct from ‘sex’, which is a biological construct. Gender is 
the way male and female are socially molded into men and women. 


Gender roles imply assigning each sex certain characteristics and 
expectations. 


Gender-assigned characteristics for men include: 


- right to quality food, Clothing, education 
- self-reliance 

- self-confidence 

- independence 

- health 

- aggressiveness 

- fearlessness 

- potency 


Gender~assigned Characteristics for women: 


- beauty 
- tolerance 
"« passivity 


. dependence 

-» insecurity 

- submissiveness 
- obedience 

- self-sacrifice 
; @tfection 

» hurturing 


‘visi is 
When discussing health, the sexual dive of ppbour. Ah 
erucial. Due to gender soles, the burcon 2. 111 
ee: Deep ee ag a recom commensurate nutrition 


-assigned tasks, women do no 
ka pita eho LcuseHee -- she eats last and she eats least. As a 


result, women soon suffer health problems. 


The sexual division of labour implies that the LR tpoee: re 
assigned to men and women differs according to their genc e ee 
value is placed on tasks performed by women, both oe Ly rdi 
ideologically. The ideological evaluation of women 3 wor aa 
most crucial and puzzling aspect of the sexual division of la aoa 
Women are remunerated less than men for the same tasks performe 
under the same conditions. This unequal evaluation of tasks that 
creates the unequal power relations between men and women. Gender 
subordination is embedded in the sexual division of labour and acts 
to the detriment of women. Women’s work is given little vais 


The decision-making power and control over resources (land, labour, 
cash) and tasks, both inside and outside the household, are other 
crucial aspects of gender subordination. Does a woman’s child- 
bearing role automatically require that she assume all child- 
rearing responsibilities? Does it imply that women should feed the 
family, nurse the sick and undertake certain kinds of work? 


Women’s health problems can be addressed by increasing awareness, 
mobilising communities and establishing quality health care 
services. Steps to effective women’s health care, development and 
the empowerment of women: era 
1. If a community already has a government health care facility, 
there is no need to set up a parallel health programs. Women in the 
community should demand the necessary health facilities from the 
government; 


2. In remote areas where there is no government structure, 
voluntary organisations Can introduce health programmes based on 
the participation of the community. Community members can. be 
trained to take on local health care needs; * 


3. The traditional healing and caring role of women should be 
revived in order to improve her status in the community; 


4. Non-governmental and government o 

: Jove id gove rganisations should share 
information and responsibilities rather than working in isolation. 
Together they can demystify medical technology, form women’s 
collectives in Villages tc promote the dissemination and discussion 


of health care issues, and o : : 
1ea j rganise women to take action on j 
political and economic issues, oe 
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EXECUTIVE SUMMARY 


With the financial Support of the MacArthur and Ford Foundations, 


CHETNA launched a Women’s Health and Development Resource Centre 
(WHDRC) on October 1, 1992, 


With a mission that seeks 
their own health, 
the totality of wo 


to empower women to gain control over 
WHDRC’s analysis and approach takes into account 
men's social, economic and political environment, 
including the implications of gender discrimination on women’s 
health. In its attempt to enhance women’s health status, WHDRC’s 
Strategy addresses the social, physical, and psychological well 
being of women throughout their life cycle. 


Built on this firm foundation, WHDRC‘s strategy is to support NGOs, 
GOs and other autonomous bodies in the states of Gujarat and 
Rajasthan, India. Its strategy is to strengthen their capacity to 
implement and manage effective health programmes for women through 
awareness-raising and sensitization, the development of educational 
and training material, and by organizing capacity-building 
workshops leading to organizational and human resource development. 
In the process, WHDRC will initiate and foster the formation of 
links among its partner organizations, building a strong network 
for effective advocacy at the regional and national policy levels. 


The present document provides a detailed outline of WHDRC’s 
philosophy and programme strategy. 


THE FOUR PILLARS OF WHDRC 


a a Sr ein rae 
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The following four pillars represent the underlying principles of 
WHDRC’s philosophy and strategy. 


INTEGRATIVE 
WHDRC recognizes that a woman’s health encompasses her social, 
physical, and psychological well being. These are considered to be 
interconnected and will be addressed together in an integrative 
fashion. 


HOLISTIC 

WHDRC does not see women merely in their role as mothers. The 
programme will focus on all the stages of the life cycle: infancy, 
childhood, adolescence, adulthood and old age. WHDRC believes that 
only by addressing the distinctive concerns of each stage can there 
be a -ignificant improvement in women’s overall well being. 


GENDER-SENSITIVE 


WHDRC recognizes that gender discrimination is one of the important 
determinants of women's low health status. Thus, understanding and 


REALISTIC 


In its analysis and approach, WHDRC considers the totality of 
political, economic and s6Gial factors that shape women’s 
environment, particularly norms, traditions, taboos, religion and 


Other forces which »ffect women’s ability to control ii 
their health status. 4 and improve 
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CHETNA'S 


WOMEN'S HEALTH AND DEVELOPMENT RESOURCE CENTRE 


VISION 


WHDRC ENVISAGES AN EGALITARIAN AND JUST SOCIETY WHERE 
EMPOWERED WOMEN LIVE HEALTHY LIVES. 


TO ENHANCE WOMEN'S HEALTH STATUS BY EMPOWERING THEM 
TO GAIN CONTROL OVER THEIR OWN HEALTH AND DEVELOPMENT 
CONCERNS. 


STRATEGY 


TO SUPPORT GOs, NGOs AND OTHER AUTONOMOUS BODIES THAT 
WORK IN THE STATES OF GUJARAT AND RAJASTHAN, INDIA BY 
STRENGTHENING THEIR CAPACITY TO IMPLEMENT AND MANAGE 
EFFECTIVEHEALTH AND DEVELOPMENT PROGRAMMES FOR WOMEN. 


ACTIVITIES 


WHDRC'S ACTIVITIES WILL FOCUS ON DOCUMENTATION, DEVELOPING 
EDUCATIONAL AND TRAINING MATERIAL, AWARENESS-RAISING AND 


SENSITIZING, ORGANIZING’ CAPACITY-BUILDING WORKSHOPS, 
NETWORKING AND ADVOCACY. 
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WHDRC'S LIFE CYCLE INTERVENTIONS 


THROUGH WHDRC’S HOLISTIC APPROACH, ALL STAGES OF WOMEN’S LIFE CYCLE WILL BE. 
ADDRESSED BY THE PROGRAMME, WITH SPECIAL ATTENTION GIVEN TO ADOLESCENT 
HEALTH. CHETNA’'S CHILD RESOURCE CENTRE WILL FOCUS ITS ATTENTION ON THOSE 


BETWEEN THE AGES OF 3 AND 18. 


PRE-ADOLESCENT 
(10-12) 


NUTRITION, 

SEX EDUCATION, 
PREVENTION OF 
DISEASES, 

BUILDING SELF-ESTEEM, 
AND PROMOTING 
HEALTHY SOCIAL 
BEHAVIOUR. 


NUTRITION, PREVENTION 
OF DISEASES, 
IMMUNIZATION, 
OCCUPATIONAL HEALTH, 
SENSITIZING AGAINST 
GENDER DISCRIMINATION, 
AND RAISING SELF-ESTEEM. 


NEONATAL, PERINATAL AND 
POSTNATAL CARE, BREAST 
FEEDING, WEANING, 
IMMUNIZATION, 
PREVENTION OF DISEASES, 
PROMOTION OF SOUND 
TRADITIONAL HEALTH . 
PRACTICES, AND 
SENSITIZING AGAINST 
GENDER DISCRIMINATION. 


OLDER WOMAN 
(46+) 


ADOLESCENT 
(13-19) 


ADULT WOMAN 
“ (20-45) 


NUTRITION, PREVENTION 
OF DISEASES, 
GYNAECOLOGICAL 
HEALTH (MENOPAUSE), 
OCCUPATIONAL HEALTH, 
PROMOTION OF SOUND 
TRADITIONAL HEALTH 
PRACTICES, AND RAISING 
SELF-ESTEEM. 


NUTRITION, PREVENTION 
OF DISEASES, 
IMMUNIZATION, MATERNAL 
AND REPRODUCTIVE 
HEALTH, SEX EDUCATION, 
OCCUPATIONAL HEALTH, 
PROMOTION OF SOUND 
TRADITIONAL HEALTH 
PRACTICES, SENSITIZING 
AGAINST GENDER 
DISCRIMINATION, AND 
RAISING SELF-ESTEEM. 


NUTRITION, PREVENTION 
OF DISEASES, SEX 
EDUCATION, REPRODUCTIVE 
HEALTH, PREPARATION FOR 
MOTHERHOOD, 
OCCUPATIONAL HEALTH, 
SENSITIZING AGAINST 
GENDER DISCRIMINATION, 
AND RAISING SELF-ESTEEM. 


WHDRC'S ACTIVITY CYCLE 


SS 


NEEDS 
ASSESSMENT 


SITUATION 
ANALYSIS 


MONITORING\ 
EVALUATION 


PROGRAMME 
IMPLEMENTATION 


TEAM 
DEVELOPMENT 


—— 


2 ne ete aa 


Db TO BUILD WHDRC’S 
INTERNAL CAPACITY FOR IMPLEMENTATION AND TO ENSURE MAXIMUM 
SUCCESS OF ITS EXTERNAL ACTIVITY PROGRAMME, SITUATION 
ANALYSIS, NEEDS ASSESSMENTS F TEAM DEVELOPMENT ’ AND 
MONITORING AND EVALUATION WILL TAKE PLACE ON AN ON~GOING 
BASIS ACCORDING TO NEED. THESE STEPS ARE NOT MUTUALLY 


EXCLUSIVE, BUT RATHER THEY OVERLAP AND INTERACT THROUGHOUT 
THE CYCLE. 


ee 


SITUATION ANALYsIs 


Based on the anal Sis Of = i a Ksvevew ae @ ; 
on CHETNA’s ten 7 available research and documentation, and 


neahee wan years of experience in the field of preventive 

r wuexe has developed a deep understanding of the situation 
ane condition Of women’s health in India. This is outlined in 
greater Gutail in WHDRC's Perspective Paper. CHETNA recognized the 
BSG See ere integrative, holistic, gender-sensitive and realistic 


health proyrammes for women, The creation of WHDRC, its philosophy 
and strategy represent a response to this need. 


NEEDS ASSESSMENT 
In order to implement its 


programme effectively, WHDRC will conduct 
needs assessments with N 


GOs and GOs in the states of Gujarat and 
Rajasthan. This process will help to determine the specific needs 
of other organizations for documentation, education and training 


material, and Capacity building. Based on the results, WHDRC will 
begin implementing its activity programme. 


TEAM DEVELOPMENT 

In-house workshops for team development will be organized to 
strengthen WHDRC’s internal capacity for implementation. The 
workshops will focus on the health concerns which WHDRC recently 
incorporated into its strategy. These include reproductive health, 
occupational health, and psychological health. For the newly 
recruited team i.embers, the workshops will also focus on WHDRC’s 
philosophy and strategy. Where necessary, other workshops will be 
Organized for knowledge and skill building in conducting 
participatory trainings, using computer software, programme 
planning, monitoring and evaluation. 


PROGRAMME IMPLEMENTATION 
The objectives, content and strategies of each of WHDRC’s programme 
activities are summarized in the following pages. 


MONITORING AND EVALUATION : . 

On-going monitoring and periodical evaluations form an integral 
part of WHDRC’s internal programme cycle. They will serve to 
review WHDRC’s activity programme and assess” its proguesy in 
relation to previously defined goals and objectives. The process 
will draw attention to problems and limitations and highlight 
successful activities and te shniques which can be incorporated into 


future plans to enhance the programme. 
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DOCUMENTATION 


| OBJECTIVE 


To build a documentation unit comprising of books 

articles, journals, research papers, pamphlets, reports, 
modules, audio cassettes and audio visual materials 
related to women’s health and development. This includes 
information as well as education material. The unit will 
be used by WHDRC and other GOs, NGOs, women’s groups, 


academicians, researchers, students and other interested 
individuals. | 


CONTENT 


WHDRC will document material on relevant issues 
pertaining to women's health and development, and 
particularly on WHDRC’s strategic health concerns. The 
centre will also document WHDRC’s experiences and 
activities. 


STRATEGY 


The documentation unit will collect and classify material 
which is already available, and review it to determine 
its suitability, appropriateness and the languages in 
whicmoudt.is available. If required, material will be 
translated into Gujarati, Hindi and/or English, and 
adapted based on the needs of its target group. The unit 
will also document and translate the experiences of 
WHDRC, its reports, the proceedings of workshops 
attended, and the written and audio visual material which 
ig developed. Finally, the unit will disseminate material 


according to need. 


MATERIAL DEVELOPMENT 


de the 
lation material will provi 
ee input on women’s health concerns which is needed 


by other organizations. Material for Soe ae ee 
raising, sensitization and capacity eae ie tee 
organizations to implement woman-centred health educ a. 
at the grassroots level using WHDRC’s strategy. 
material will also promote self-reliance an 

sustainability by providing organizations with the 
technical know-how for developing their own material and 


for conducting internal trainings independently. . 


CONTENT 


WHDRC will develop heed-based written and audio visual 
material on the technical aspects of women’s health and 
development, as well as material for education, training, 
awareness raising, sensitization, Capacity building and 
advocacy. 


STRATEGY 


WHDRC will review the material already available within 
CHETHWA and in other organizations in terms of their 
Sultability, appropriateness, and languages available. 
WHDRC will translate available material into Gujarati, 
Hindi and/or English, and adapt it in order to suit the 
needs of 1ts target groups. WHDRC will also encourage 
Organizations in other states within India to translate 
material. Existing education and training material will 
‘ be modified and replicated based on the suggestions of 
its users. Finally, WHDRC will develop and disseminate 


material which is not available but needed b 
organizations, y other 


AWARENESS-RAISING 
SENSITIZATION 


To raise awareness and sensitize NGOs and GOs on women’s 
health and development concerns, and on the need to adopt 
and implement WHDRC’s strategy. However, WHDRC 


recognizes that to encourage this, it is necessary to 
work closely with supervisors and managers as they tend 
to be the decision-makers. Thus, workshops”) for 
awareness-raising and sensitization will be directed at 
trainers as well as supervisors or managers. 


CONTENT 


The focus will be on the conceptual understanding of 
WHDRC’s strategy and on promoting its adoption by other 
Organizations. Technical and subject information input 
Will also be provided on WHDRC’s strategic health 
concerns. 


STRATEGY 


WHDRC will organize local, state and national level 
workshops and seminars for other GOs, NGOs and autonomous 
bodies specifically for awareness~-raising and 
sensitization. These will be directed particularly 
towards trainers and supervisors, but may also include 
policy-makers, academicians, decision-makers and other 
individuals concerned with women’s health and 
development. WHDRC will also participate in local, 
state, national and regional workshops and seminars 
organized by other organizations as a means of sharing 
experiences, raising awareness and sens.tizing, and of 
promoting WHDRC‘’s strategy. 
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CAPACITY-BUILDING 


OBJECTIVE 


To build the capacity of NGOs and GOs to ar 5 a 
manage effective programmes for women’s healt an 
development, and to promote their self-sufficiency so_ 
that they can develop their own education and training 


material, and conduct their own in-house trainings 
independently. i 


CONTENT | 


Human Resource Development and Programme Management for | 
Trainers and Supervisors, which includes workshops on 
conceptual understanding of WHDRC's strategy, technical 
and subject information input, training for skigl 
development in training trainers on how to ,Yyaige:.. 
awareness, sensitize, develop education and training 
material, and conduct needs assessments, baseline survéys 
and qualitative and participatory research. Workshops 
will also focus on programme planning, monitoring and 
evaluation. ee 


—_ 


STRATEGY 


WHDRC will organize need-based workshops specifically for 
building the Capacity of GOs and NGOs in the states of 
Gujarat and Rajasthan. 
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NETWORKING 


To share WHDRC’s strategy and experiences with other 
organizations. Networking will also promote cooperation 
among all organizations working in women’s health and 
development. It will foster the formation of links among * 
WHDRC’s partner organizations,. and help to build a 


Pressure group for policy advocacy at the state and 
national levels. 


CONTENT 


WHDRC will network with NGOs, GOs and other autonomous. 
bodies concerned with women’s health and development. 


STRATEGY 


WHDRC will participate in local, state, national, 
regional, and international workshops, ‘ha 
conferences and other forums related to women's healt 

and development. WHDRC will also organize Wadeduseke | 
women’s health and development, and publish articles 


through CHETNA’s quarterly newsletter. 


ADVOCACY 


OBJECTIVE 


To sensitize and orient government decision-makers on 
women’s health and development concerns, promote the 
integration of WHDRC’s strategy into the government 
policy agenda, and ensure effective policy formulation 
and implementation at the district, state and national 
levels. WHDRC will also support the efforts of NGOs in 
Gujarat and Rajasthan to implement government schemes 
which are gender sensitive. 


CONTENT 


Critical analysis of government policies and programmes 
On women’s health and development, especially those on 
nutrition, adolescent health, maternal and child health, 
reproductive health, infectious diseases, occupational 
health, psychological health, and on the promotion of 
gender-sensitive traditional health practices. 


STRATEGY 


Document and share the experiences of NGOs, as well as 
their major recomendations for policy makers in the 
states of Gujarat and Rajasthan and at the national 
level. WHDRC will participate in debates, meetings, 
workshops, seminars and other forums organized at the 
district, state and national levels. It will also 
Organize meetings, seminars and consultations on women’s 


ealth and development, and invite decision-makers for 
dialogues with nco representatives. 


sccm I 
STRATEGIC ASSUMPTIONS FOR PLANNING INTERVENTIONS 


Initially, WHDRC made a lig. ; 
C 3 ' 
and development st of assumptions about women’s health 


; concerns in general. However, in order to 
er re. ORES Be areas of intervention it was necessary to 
be adopted tai assumptions and to select only those which could 

— realistically, that ify. based on .CHETNA‘s.) past 
experrences, its resources and capacity. Thus, the review process 
generated a list of carefully selected strategic assumptions. Each° 
strategic assumption reflected a specific need and therefore helped 
to determine an area for planned intervention. 


WHDRC’s strategic assumptions and areas for planned intervention 


are grouped below according to the strategic health concerns 
addressed by the programme. 


NUTRITION, MATERNAL AND CHILD HEALTH, AND INFECTIOUS DISEASES 

3) Nutrition, maternal and child health, and infectious diseases 
are important concerns for women's health and development. 

WHDRC will address these strategic health concern as part of its 


overall effort to improve women’s health status. 


2) The specific needs of NGOs and GOs regarding nutrition, 
maternal and child health and infectious diseases are not presently 
known to WHDRC. 


WHDRC will conduct a needs assessment. 
3) WHDRC has an extensive body of documentation on nutrition, 
Maternal and child health, and infectious diseases. 


WHDRC will only collect and classify new and up-to-date material 
that relate to these issues. 


However, it will translate, adapt and disseminate material from its 


documentation centre on an on-going basis according to need. 


2 é the knowledge, skills and 
WHDRC’s senior tear members have ; 
a erience necessary to address these health concerns. | However, 
WHDRC’s newly appointed members will need some orientation. 


ee, ee 


ES 


for team development on 
ctious diseases. 


i 


Ln- wor ).shops 
HDRC will conduct in house 
nurte eels maternal and child health, and infe 


5) Other organizations will not necessarily respond positively to 
WHDRC’s efforts and strategy. 
g and seminars to raise awareness and 


WHDRC will organize vor sn the need to implement WHDRC’s 


sensitize health organizatio 
strategy. 


6) Health organizations require appropriate and effective 


education and training material. 


WHDRC will develop and disseminate need-based and woman-centred 
education and training material on these three health concerns. 


7) Not all organizations have the capacity to implement -and manage 
effective programmes on nutrition, maternal and child health and 


infectious diseases. , 
WHDRC will organize need-based workshops for capacity building. 


8) There is a need for sharing experiences and for greater 
cooperation and linkages among GOs, NGOs and other autonomous 
bodies concerned with women’s health and development. 


WHDRC will network through its newsletter and periodicals, and by 
organizing and participating in local, state, national and regional 
workshops, seminars, conferences and other such forums which 
address nutrition, maternal and child health, and infectious 
diseases. 


9) There is need for gender sensitive and holistic government 
policies on nutrition, maternal and child health and infectious 
diseases. 


WHDRC will advocate for positive changes at the policy level. 


16 


ec 


ne 


REPRODUCTIVE, OCCUPATIONAL AND PSYCHOLOGICAL HEALTH 


1) Reproductive, 


occupational = 
erucial to women’s o 5 , and psychological health are 


verall well-being. 


WHDRC will address t 


: hese health concerns as part of it 
effort to improve wo P s overall 


hnen’s health status. 


2) The specific needs of Organizations concerning these health 
concerns are not yet known to WHDRC. | 


WHDRC will conduct a needs assessment. 


3) There is need withi.. WHDRC for documentation and research on 
all these health issues, 


WHDRC will promote research and will collect, classify, translate, 


adapt and disseminate written and audio visual material that relate 
to these health concerns. 


4) In-house workshops for team development are required in order 


to build WHDRC’s internal capacity to address these health 
concerns. 


WHDRC will conduct in-house training workshops for team development 
in reproductive, occupational, and psychological health. 


a) Development organizations will not necessarily respond 
positively to WHDRC’s efforts and strategy. 


WHDRC will organize workshops and seminars to raise awareness and 
sensitize organizations on the need to implement WHDRC’s strategy 
for addressing effectively these health concerns, 


6) For these three health issues, there is need for education and 
training material, capacity-building, networking and advocacy, but 
WHDRC will need to strengthen its own internal Gapacity first in 
order to address these concerns effectively. 


initia sentrate its efforts on documentation and 
WHDRC will initially concentrate its effor 
research, awareness raising, and team development before phasing 
into the next stages of material development, capacity-building, 
networking and advocacy. For these it will seek external support. 
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APPENDIX [I 


TERMS OF REFERENCE 


HEALTH . 7 
A state of physical, psychological, emotional and social well being 
that derives from having knowledge of health, control over one’s 
health, and access to adequate health facilities. 


EMPOWERMENT 
Raising women’s level of consciousness towards an understanding of 
the physical and svucial causeS of ill health, articulating 
alternatives for improving their health, and developing those 
skills which have the transformational potential of enhancing 
women’s health status and their ability to act as decision-makers 
in matters that concern their own health and development. 


SELF-ESTEEM 

Awareness and appreciation of one’s strengths, having a positive 
image of oneself and a sense of self-worth, as well as confidence 
in one’s ability to control and enhance one’s health status. 
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CHET Le Ps 

its ee means: awareness ‘ dn many Indian languages, defines 
pee en cai empowerment of disadvantaged women and children 
fawn Jain control Over their health and that of their 
Mijiles and their communities. 


WHAT IS CHETNA? 


eee Centre for Health Education, Training and Nutrition 
pia oa vias Soll non-governmental organization (NGO) based in 

, SUJarat., CHETNA provides technical and capacity-building 
Support to NGOs, GOs and other autonomous bodies that work in the 
areas of health and nutrition for women and children. 


Founded in 1980, CHETNA began with a single project: To improve the 
effectiveness of the government-implemented Supplementary Feeding 
Programmes for mothers and children in Gujarat. With the success of 
that project, the government asked CHETNA to develop training and 
education modules for the implementation of health and nutrition 


programmes designed to help disadvantaged mothers and children in 
rural, tribal and urban areas in India. 


Over the past decade, CHETNA has broadened its activities in the 
field of health and nutrition education for women and children. Its 


impact can be felt in rural, tribal and urban areas of Gujarat and 
Rajasthan. 


CHETNA develops and field-tests all their training and educational 
materials. The training programmes can be easily modified to suit 
the needs of individual organisations and communities. 


CHETNA believes that a participatory approach is the most effective 
way to educate women and children on health-care concerns. Creating 
basic health information that can be understood by women and 
children regardless of their education level is the challenge 
facing CHETNA’s team. CHETNA has met this challenge by devising a 
variety of creative participatory materials to teach health and 
nutrition: skits, illi. trations, role-plays and songs. 


As a support agency, CHETNA works with GOs, NGOs and autonomous 
bodies to improve their capacity to implement and manage effective 
health programmes for disadvantaged women and children. Through 
training programmes and educational material, CHETNA ensures that 
grassroot health and nutrition programmes meet the needs of 
disadvantaged women and children. 


Other activities that CHETNA supports include awareness programmes 
for village women; fertility awareness camps for women and 
adolescent girls; and action research on traditional health-care 


practices. 
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TNA provides information and resource 
child eal th to both the government and voluntary sectors. 
acts as a liaison between local health and nutrition wor 
policy makers to “ensure that progranme- are imp 
effectively. 
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CHETNA is represented on several state, regional and bys dee page 
policy-making bodies and is also frequently invited to share 
knowledge and experience at international workshops. 


CHETNA started its Child Resource Centre (CRC) activities in June 
1991. The CRC draws upon CHETNA’s first-hand experience in 
children’s health and nutrition education. The CRC documents and 
designs innovative educational materials on a variety of health and 
nutrition concerns that can be used to empower children and to 
train child care workers and teachers. 


On a broader level, the CRC acts as a liaison between child-centred 
organisations and relevant government departments. In doing so, the 
CRC tries to ensure that government policies meet the needs of 
children. 


In October 1992, CHETNA initiated a Women’s Health and Development 
Resource Centre (WHDRC). The Centre addresses the physical, social 
and psychological health concerns of women of all ages, rather than 
focusing exclusively on women of a child-bearing age. 


Because CHETNA believes an individual’s health cannot be separated 
from the society in which they live, the WHDRC will also consider 
the societal and cultural factors that can adversely affect a 
woman’s health. 
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